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CARPAL TUNNEL SYNDROME —  
ANATOMICAL AND CLINICAL CORRELATIONS
Abstract: Carpal tunnel syndrome (CTS) is the most common and widely known of the entrapment 
neuropathies in which the body’s peripheral nerves are compressed. Common symptoms of CTS 
involve the hand and result from compression of the median nerve within the carpal tunnel. In 
general, CTS develops when the tissues around the median nerve irritate or compress on the nerve 
along its course through the carpal tunnel, however often it is very difficult to determine cause of 
CTS. Proper treatment (conservative or surgical) usually can relieve the symptoms and restore 
normal use of the wrist and hand.
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DEFINITION
Carpal tunnel syndrome (CTS) is the most common and widely known of the 
entrapment neuropathies in which the body’s peripheral nerves are compressed 
[1, 2]. Common symptoms of CTS involve the hand (numbness, pain and, even-
tually, hand weakness) and result from compression of the median nerve within 
the carpal tunnel. The median nerve controls sensations to the palm side of 
the thumb and fingers (except for the little finger), as well as impulses to some 
muscles in the hand that move the thumb and fingers. The carpal tunnel — 
a narrow passageway of ligament and bones at the base of the wrist — contains 
the median nerve and tendons. Numerous factors can cause CTS, including the 
anatomy of wrist, certain health problems and overloading of hand. Proper treat-
ment usually can relieve the symptoms and restore normal function of the hand.
ANATOMy
M e d i a n  n e r v e  is formed by the union of the lateral and medial roots which 
originate from the lateral and medial cord of the brachial plexus, respectively(on 
the anterior surface of the axillary artery). It runs down the anteromedial aspect 
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of the arm in the medial bicipital groove first lateral to the brachial artery, then 
in the middle of the upper arm the median nerve crosses the artery in front 
and lies on its medial side (has no muscular branches in the arm). Then passes 
through the cubital fossa, deep to the bicipital aponeurosis and medial to the 
brachial artery. In the cubital fossa gives rise to the a n t e r i o r  i n t e r o s s e-
o u s  n e r v e, which descends on the interosseous membrane between the flexor 
digitorum profundus and flexor pollicis longus, and then passes behind the pro-
nator quadratus supplying these three muscles. enters the forearm between the 
humeral and ulnar heads of the pronator teres muscle and then passes between 
the flexor digitorum superficialis and the flexor digitorum profundus muscles. In 
the lower third of the forearm median nerve is located superficially, covered only 
by the fascia and partly by the tendon of the palmaris longus muscle. 
Then median nerve enters the palm of the hand through the carpal tunnel 
deep to the flexor retinaculum. In the palm of the hand median nerve gives off 
a muscular branches to the thenar muscles (the abductor pollicis brevis muscle, 
the opponens pollicis muscle and superficial head of the flexor pollicis brevis 
muscle) and to the lateral two lumbricals, then terminates by dividing into three 
common palmar digital nerves, which then divide into the palmar digital branches 
innervating the skin of the lateral side of the palm, and the palmar side of the 
index finger, middle finger, and one-half of the ring finger.
There are several anatomic variations in the branching pattern of the median 
nerve in the forearm and hand, and its communications with various nerves [3–13]. 
Poisel [3] examined the hands of 100 cadavers and devised a classification system 
for median nerve variations and the relationship of the branches to the transver-
se carpal ligament. He described the following three types: extraligamentous 
(type I), subligamentous (type II), and transligamentous (type III). Lanz [4] recor-
ded a detailed anatomical study of the course of the median nerve in 246 hands 
during various surgical explorations. The variations can be classified into four 
types:
— type I — variations of the course of the single thenar branch;
— type II — accessory branches at the distal carpal tunnel;
— type III — high division of the median nerve;
— type IV — accessory branches proximal to the carpal tunnel.
1: Usual branching of the median nerve.
2: Thenar branch leaving the median nerve within the carpal tunnel (subli- 
      gamentous).
3: Transligamentous course of thenar branch.
4: Thenar branch leaving median nerve at its ulnar aspect.
5: Thenar branch crosses over the top of the transverse carpal ligament.
6: Doubled thenar motor branch.
7: High division of the median nerve with a persistent median artery between 
      the two parts.
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8: High division of the median nerve with a thinner ulnar part.
9: High division of the median nerve with a thicker ulnar part.
Fig. 1. Redrawn from Lanz, U. Anatomical variations of the median nerve in the carpal tunnel.  
J. Hand Surg. 1977, 2: 44–53.
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Barbe et al. [5] examined 89 cadaveric forearm-hand hands to determine the 
frequency of anomalous structures within the carpal tunnels. Twenty-nine percent 
of all hands examined had two to five anomalies/variations per tunnel, whereas 
another 27% had one anomaly or variation per tunnel.
C a r p a l  t u n n e l  is a narrow passageway located on the palm side of the 
wrist. This tunnel protects a median nerve and nine tendons that bend the fin-
gers. This canal is formed anteriorly by the flexor retinaculum and posteriorly 
by the anterior or palmar surface of the carpus which is convex and is called 
the carpal sulcus. This sulcus is bounded laterally by the radial carpal eminence 
formed by the tubercles of the scaphoid and trapezium bones and medially by 
the ulnar carpal eminence consisting of the pisiform bone and the hook of the 
hamate bone. Structures inside the carpal tunnel include the median nerve, and 
one tendon of flexor pollicis longus, four tendons of flexor digitorum profundus 
and four tendons of flexor digitorum superficialis muscles.
SyMPTOMS
The symptoms of CTS can range from mild to incapacitating and usually progress 
gradually over weeks and months, or sometimes years. Initially they come and 
go, but over time they may become constant. In the early stages of CTS, the 
Fig. 2. Carpal tunnel.
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patient usually reports pain, numbness, tingling, burning, or some combination 
of symptoms on the palm side of the thumb, index, middle, and ring fingers (but 
not the little finger) (Fig. 3). Such sensations may travel up to the forearm or sho-
ulder. Symptoms may occur at any time. Because many people sleep with flexed 
wrists, symptoms at night are common and may awaken from sleep. During the 
day, symptoms frequently occur when holding something, like a steering wheel, 
phone or newspaper. Moving or shaking the hands often relieve symptoms. Over 
time, the hand may become numb, and patients may lose the ability to feel and 
may experience sense of weakness in the hand and a tendency to drop objects. If 
the condition is very severe, muscles at the base of the thumb start to atrophy. 
Fig. 3. The area of sensory symptoms in the CTS.
CAuSES AND RISk FACTORS
In general, CTS develops when the tissues around the median nerve irritate or 
compress on the nerve along its course through the carpal tunnel. For example, 
a wrist fracture or swelling of tissue resulting from arthritis or tendonitis can 
narrow the carpal tunnel and irritate the nerve. In many cases, no single cause 
can be identified and a combination of risk factors contributes to the development 
of the CTS. In all probability this condition is owning to a congenital predispo-
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sition — the carpal tunnel is narrower in some people than in others [14]. For this 
reason CTS is also more common in women. Other contributing factors include: 
• injury to the wrist (fracture or dislocation), a cyst or tumour in the carpal 
tunnel compressing on the nerve
• inflammation can affect the tendons or bursa in the carpal tunnel, exerting 
pressure on median nerve
• disorders that directly affect the nerves and make them more susceptible 
to compression diabetes, overactivity of the pituitary gland, hypothyroidism, al-
coholism. CTS is the most common complication of dialysis-related amyloidosis 
(DRA) developing in patients on long-term dialysis therapy [15]
• fluid retention (during pregnancy or menopause) may increase the pressure 
within carpal tunnel, irritating the median nerve
• workplace factors like repeated use of vibrating hand tools or working on an 
assembly line that requires prolonged or repetitive flexing of the wrist 
• it is often very difficult to determine the precise cause of CTS
TESTS AND DIAgNOSIS
Doctor can use specific tests to try to produce the symptoms of CTS [16]. In the 
Tinel test, the doctor taps on the median nerve in the patient’s wrist. The test 
is positive when tingling in the fingers occurs. In the Phalen, or wrist-flexion, 
pressure on the median nerve at the wrist, is produced by bending the patient’s 
wrist. The presence of CTS is suggested if tingling or increasing numbness, is 
felt in the fingers within 1 minute. If the test lasts for more than a minute, 
even patients without CTS may develop symptoms. Often it is necessary to use 
the electrophysiological tests: nerve conduction and less frequently electromy- 
ography [17]. Electrodiagnostic tests should be used if clinical or provocative 
tests are positive and the patient is considering surgery. These tests are the 
best methods for confirming a diagnosis of CTS. Nerve conduction may show if 
electrical impulses are slowed in the carpal tunnel. Electromyography determine 
if muscle damage has occurred. X-ray of the affected wrist can help to exclude 
other causes of wrist pain, such as arthritis or a fracture. ultrasound imaging can 
show impaired movement of the median nerve [18]. Magnetic resonance imaging 
(MRI) can precisely show the anatomy of the wrist.
TREATMENTS AND DRugS
To avoid permanent damage to the median nerve treatments for CTS should begin 
as early as possible. Non-surgical (conservative) treatment including resting 
the affected hand and wrist for at least 2 weeks, wrist splinting, stretching 
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Fig. 4. Endoscopically assisted carpal tunnel release (ECTR).
Fig. 5. Open carpal tunnel release (OCTR) – transverse carpal ligament released.
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and strengthening exercises and drugs (nonsteroidal anti-inflammatory drugs, 
corticosteroids, diuretics, vitamin B) is the first step in treating this disorder 
[19–21]. Surgery is usually an effective treatment choice for people with severe 
symptoms of CTS who fail conservative treatment. Generally surgical treatment 
is recommended if symptoms last for 6 months. The surgery may be done in 
two ways: endoscopic surgery or the traditional procedure — open surgery [22]. 
Verdugo et al. [21] in a systematic review including 2 clinical trials reported that 
surgery resulted in better symptom relief than nonsurgical management Fortu-
nately, for most people who develop CTS, proper treatment usually can relieve 
the symptoms and restore normal use of the wrist and hand. 
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